requires considerable and imaginative endeavour on the part of the primary care physician. It usually means mobilizing the social services on the patient's behalf and trying to overcome the adverse reactions which these angular customers evoke just as inevitably in social workers as in ourselves.
I think one may say that enough is now known about destitute homeless people, their characteristics and problems, the risks they are exposed to, and the difficulties in the way of helping them; and that being quite a large group they offer a serious challenge to family doctors. The Vagrant Alcoholic Some months ago, I was asked to see a 49-year-old Scotsman, at the Maudsley Clinic for Alcoholics. The consultation was somewhat bizarrethe patient was flanked by two sturdy prison warders and handcuffed to one of them. All 3 had come 80 miles from the remand prison of a small coastal town. The judge who was trying the case, had requested an expert opinion on the suitability of the prisoner for intensive, rehabilitative hospital care instead of a long-term prison sentence.
The prisoner had been brought up in a small Scottish town. His father had abandoned the family when the prisoner was 5, leaving his mother to fend for herself and her 5 children. On leaving school at 14, he had a variety of unskilled 'Requests for reprints may be sent to: The New Surgery, 35 Linom Road, London SW4 jobs, before joining the Fleet Air Arm at 19. It was here that he learned to drink heavily. He discovered that drinking helped him to overcome his painful shyness and lack of self confidence. After the War, he had a series of jobs, including nursing, but drink now dominated his life. He could settle at nothing, and girls shied away from him. When he was 29, his family arranged for him to emigrate to Australia, where another brother had successfully settled, but, 18 months later, he was deported back to England, with 18 charges of drunkenness and petty thieving.
By now, he was estranged from his family and life was at Skid Row level. For example, at the age of 35, he had a record of 47 convictions with increasing prison sentences. Last year, he was caught stealing 4 pairs of ladies' tights in a supermarket. He was given a suspended sentence. He joined a rehabilitation course for alcoholics, and, for the first time in years, he was 'dry', for a few weeks. He managed to join a firm of solicitors as a messenger, but was dismissed within a month for drinking. Whilst he was collecting his cards in his employer's office, he stole a cigarette lighter. It was on account of this theft that he was in prison, awaiting a four-year sentence, unless my report recommended the judge to consider other, perhaps more effective, methods.
I asked my patient why he insisted on these repeated, clumsy, unprofitable acts of thieving, when, at no higher risk, he could try his hand at a lucrative bank robbery. He replied, with indignation 'I am not a criminal!' He was, of course, quite sincere in his belief, and, assessing this man's history, I have no doubt that his so-called criminality is part of his alcohol dependence. He is rightno self-respecting criminal would allow himself to be locked away for a cigarette lighter or 4 pairs of ladies' tights.
I felt ashamed of my inadequacy to help this man. I had no hesitation in advising the court that a renewed prison sentence could never correct this patient's disorder, but, at the same time, I was well aware that specialized hospital services for alcoholics have no place for alcoholics of this type. Our own alcohol unit at the Royal Bethlem has only 12 beds, and these are booked months ahead. The few other alcohol units in the country operate a highly selective admission system, and a homeless, and hopeless, alcoholic such as this, would hardly qualify for consideration.
Nor is this an isolated case. Each year, 80 000 cases of drunkenness offences alone file through the courts, which are, therefore kept busy with chaotic life situations of this kind.
In 1967, the Criminal Justice Act made provision that drunkenness offenders need no longer go to prison, provided the Home Secretary was satisfied there was a suitable alternative for the care and treatment of such offenders. A Home Office Working party of experts made appropriate recommendations in a report published in 1971. In essence, this proposed the setting up of specialized hostels for the rehabilitation of the homeless alcoholic and a series of detoxification centres for the acute drunken state. They were to be linked to a wide, integrated community service for alcoholics. It was felt the hostels should be self-contained units caring for [15] [16] [17] [18] [19] [20] residents and pursue varying therapeutic methods. The report estimated that 125-400 places would be needed in detoxification centres in London, 20-80 in Birmingham, and proportionate numbers in other cities. Gradually, the DHSS is moving towards implementation of parts of the report. Voluntary and statutory bodies are now encouraged to plan hostels for alcoholics, and the government will underwrite financial costs for the next five years, up to £2500 per hostel bed.
Of course, experiments in rehabilitating the vagrant alcoholic are not new. Myerson, in 1956 , described a night hostel for the Skid Row alcoholic, in a disused hospital ward in New York. St Luke's hostel in London opened in 1961 as a special hostel for the homeless alcoholic. There are others.
Rathcoole House, the hostel with which I am associated, opened in 1966. Rathcoole is a tall Victorian house in Clapham. At first, it had 10 residents, but later, with an additional house, 18. Our clients come straight from prison, or from Dr Hewetson's reception centre, or on the recommendation of probation officers, other hostels or workers in touch with the homeless. The social and personal characteristics of the men have common features, e.g. they are middle-aged, predominantly from working-class backgrounds, mainly from Ireland or the North. At least 50% are Roman Catholics. Few have learned a skill or trade. None has settled in a regular job. Losing touch with homes, they have drifted to large cities. Their occasional work has been as nawies, kitchen porters, &c. At first, they may have slept in cheap lodgings or dosshouses, but latterly, they have shared park benches, derelict houses, empty railway carriages.
Their drinking histories suggest heavy alcohol consumption from early youth, rapid advance to alcohol dependence in mid 20s. All have a history of morning shakes, sweats, amnesia, rum fits, visual and aural hallucinations, frank delirium tremens, &c.
Over half have drunk crude spirits. Some men have more than 100 convictions, often for petty thieving whilst under the influence of alcohol; a quarter have prison sentences of a year or longer. Almost all have not seen families, spouses or children for at least five years. Not one of the residents could be labelled a professional criminal. They may be called criminal alcoholics but not alcoholic criminals.
Very similar data have been given by other observers of the vagrant alcoholic. Gath (1969) , interviewing 151 drunken offenders immediately following their court appearance, found that 40 % had not been to a cinema, church, dance hall or any other social function in the preceding five years. The reception centre, prison, city streets and their wasteland are the home territory of these men. There is a striking inability to settle at anything, be it home, town, marriage orjob. At the end of the road, the Skid Row alcoholic has withdrawn from normal social contact, involvement or responsibility.
It was somewhat daunting to contemplate how to influence patients with such a degree of addiction and pathological social adjustment. Not surprisingly, Rathcoole went through an initial series of crises and policy changes. Time only allows me to give bare outlines. In the first year, the house was run by the resident warden. He interviewed and selected prospective clients, looked after their immediate needs and found them work. The one and Qnly rule of the house was strict sobriety. Men were expected to leave if this was not adhered to. A registrar from the Maudsley assessed the men, took part in the weekly discussion group with the men, and often shared an evening meal with them. A management committee, under Griffith Edwards, met monthly to discuss policy and routine problems.
All men had some degree of personality disorder, the more common being restlessness, irritability and difficulty of forging meaningful emotional relationships. Although many had not been in regular employment for months or years, most men were settled in jobs within a few weeks of arrival. During their leisure time, they tended to isolate themselves from outside contacts and used the hostel as an island on which they marooned themselves. Some found it strange merely to walk down the road in respectable clothes. During the first year, only two men had the confidence and initiative to attend a football match. They showed very little interest in the running of the house, and gladly accepted a dependence on the warden and his staff.
This dependence and apathy have, fortunately, disappeared. It has been brought about by a change in rehabilitative policies and force of circumstances. The warden married and moved out; the psychiatrist left and could not be replaced. The residents were asked to form their own house committee and appoint a representative to the management committee. In addition, the residents had to interview and select new residents themselves. We believe these policy changes have contributed towards the increasing stability and development of the houses during the past three years. This is reflected in the improvement of our results. During the first two years, only 5 % of the 121 residents admitted, stayed for six months, whilst in 1971-73 almost 25 % of the 66 residents remained at least 4-6 months. Already, 10 % have stayed for two years, and a few for three years.
These results compare not unfavourably with those reported from highly specialized hospital units for alcoholics. Despite enjoying advantages over Rathcoole, such as careful preselection of admissions, group therapy treatment and being followed in intensive treatment programmes, and supported by teams of psychiatrists, psychologists, occupational therapists, social workers, &c., only about one-third of patients treated in such units can be expected to remain sober for six months. It is interesting to note that many of the Rathcoole residents had had hospital psychiatric treatment in the past, and, in every case, had failed to benefit from it.
As to myself, apart from serving on the management committee, I was the hostel's GP. Each new resident registers with our practice and, during the first weeks of his arrival, undergoes a full medical examination at the surgery. This includes an ECG, a chest X-ray, urinalysis, routine hmmatology, serum iron, liver function tests, transaminase and protein electrophoresis. Reviewing the first 80 admissions, I found 20% had suffered from a peptic ulcerhalf of which required subsequent gastrectomy, 5 % had had a history of active tuberculosis, 16% had a major disability from a street accident or drunken brawlthese were fractures, burns and stabwounds -22 % of the chest X-rays reported multiple healed rib fractures, mementoes of frequent falls in the past. There was no evidence of gross malnutrition or vitamin deficiency, but 12.7% had a himoglobin below 13 g. The men's poor diet and low Fe absorption during attacks of gastritis or following gastrectomies probably explains this; 25.7 % had a low serum iron -the average for the series was 107 Mg/I00 ml, 27.8 % had a raised serum globulin, 14.8% showed a raised SGOT. ECG tracings were unremarkable. Evans (1959, 1964) described 'T' wave changes in a series of alcoholics which he thought were characteristic of alcoholic cardiomyopathy. I did not find any, nor was there evidence of coronary insufficiency.
Cirrhosis was notable for its absence. In 3 years, I have had only one case of frank cirrhosis. This is a rather intriguing finding. Lelbach (1967) , in an extensive study, reported on 526 alcoholics. In those patients whose consumption reached an average of 160 g of pure alcohol daily, he diagnosed cirrhosis in every fourth patient whose addiction had lasted twelve years, and every second if the addiction had lasted for twenty years. Sherlock (1971) states that at least fifteen years of steady alcohol abuse precedes a diagnosis of liver damage, and then only affects 1 in 12. Even so, considering the length and severity of the alcohol abuse of the Rathcoole men, and taken in association with the inadequate and irregular diet, they are certainly well qualified candidates for cirrhosis. Why, in fact, did this not occur? I venture to suggest two reasons. Firstly, the drinking pattern needs to be a continuous one. The Skid Row alcoholic differs from other chronic alcoholics in that fate does not allow him to drink continuously, and perhaps the recurrent spells in prison permit his liver to recover between his drinking bouts. Secondly, perhaps one needs a magnificent physique to withstand the hazards of a Skid Row existence.
Rathcoole is no longer an isolated experiment in rehabilitation. It is now part of a much wider project in South London -The Alcohol Recovery Project, and Tim Cook, who was Rathcoole's first warden, is the dynamic director of this project. The aims of the ARP are threefold:
(1) To reach beyond the network of usual referral and treatment agencies, to the unknown vagrant alcoholic.
(2) To keep in touch with relapsed alcoholics, with others who are still drinking and with the sofar poorly motivated alcoholic vagrant.
(3) To organize an information scheme and to cooperate with other hostels and treatment agencies, in order to avoid duplication of aid and treatment, such as had been the case in the past.
With these aims in mind, the ARP opened 3 shopfronts in various parts of South London. These are informal walk-in centres where, over a cup of tea, homeless alcoholics can discuss their problems with a social worker or a rehabilitated ex-Skid Row, now working with the ARP. In two years, a total of 650 clients have called at the shopfrontsonly 3 % are women. About onethird are self-referrals, and the rest came from the probation and after-care service, clergy and other voluntary organizations. A random sample of 100 showed that, twelve months later, 47% were still in contact with the centre.
The ARP now has 4 hostels and plans some of a different character, so that differing needs e.g. the early struggle to sobriety or the later more secure stage of social adjustment, can be met. For instance, they have recently purchased a property near Rathcoole, in order to convert it into self-contained flatlets for long-stay residents, allowing them greater comforts, privacy and independence, whilst still keeping loose supportive ties with the parent house.
Some of the men have already gone a long way. Last year, for example, a group of residents crossed the Channel in the ARP minibus, and spent an enjoyable two weeks on the coast of Normandy. This trip arose from the men's own initiative and was a great success, even if French food had to compensate alone for the unfulfilled attractions of Calvados or vin ordinaire.
Having been a GP to many vagrant and exvagrant alcoholics, I have found most of them friendly, polite and appreciative patients. They share the waiting room with our other NHS patients, none of whom guess they are sitting next to an ex-vagrant alcoholic. Some of them have been our patients for eight years. Their sickness record is certainly no worse than that of the average patient. It may be difficult for you to imagine that medical work with vagrant alcoholics could ever be satisfying or exciting, but, having examined a shaking, smelly, unshaven and disturbed human wreck, and see him change in front of your eyes, within days, into a clean, sober and grateful patient is one of the most astonishing demonstrations of human resilience and of the strength of human dignity. It is quite erroneous to assume that the down-and-out alcoholic is a fun-loving soul who has opted out of the rat race and is, in common with the hippy, the last free man. In most cases, he wants, desperately, to rejoin society. We must see that he is given his chance. We are met today to honour the name of Albert Wander. In choosing a philosophical rather than a narrowly scientific aspect of medicine I am following the tradition of most of my distinguished predecessors. I hope that Albert Wander would have approved the subject; I believe that he would have readily understood what I am going to say.
There are few major occasions in the life of the College of General Practitioners in which reference is not made to 'caritas'. Its meaning is readily debased. Caritas is not mere movement in the bowels of compassion. It is not a purely subjective phenomenon. It is the translation into action of the recognition of other people's needs and their value as individual human beings.
Without caritas, the doctor becomes a technician concerned with the diagnosis and treatment of illness but unconcerned with the individual as a human being. Without caritas there is no respect for human dignity. It is the absence of caritas that allows patients to leave our hospitals and consulting rooms in ignorance of the nature of their illness, that allows them to die without the opportunity of discussing death. The absence of caritas encourages dependence: it rejects the patient's right to be treated as an adult.
Throughout the ages during which the physician was virtually unable to influence the course of physical disease he not only survived but was generally held in high esteem. Now when he has the ability to change the course of many diseases society is becoming increasingly critical of its doctors. In its simplest terms this reflects the disparity between 'what the physician sees as his job and what the patient seeks of him' or alternatively what the patient expects him to be.
In the United States of America the high fees charged by doctors and the resistance of the American Medical Association to Medicare and Medicaid have been seen as evidence that doctors are more concerned about themselves and their own position than they are about the needs of sick people. The increase in litigation against doctors is a symptom of disillusion with the profession.
Recently in the Republic of Ireland junior hospital doctors went on strike. In the short
